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ABSTRACT

PURPOSE There is a need to increase palliative care access for hospitalized older adults
with cancer discharged to a skilled nursing facility (SNF) at risk of poor out-
comes. Assessing and Listening to Individual Goals and Needs (ALIGN) is a
palliative care intervention developed to address this gap. This study gathered
perspectives from clinicians across care settings to describe perceptions on
serious illness communication and care coordination for patients with cancer
after discharge to a SNF to guide ALIGN refinements.

METHODS We conducted 37 semistructured interviews with clinicians and leaders in
hospital medicine (n 5 12), oncology (n 5 9), palliative care (n 5 12), home
health care (n 5 6), and hospice (n 5 4). Some participants had experience
working in more than one specialty. The Practical Robust Implementation and
Sustainability Model framework was used to develop the interview guide that
explored barriers to care, prognosis discussions, andhospice recommendations.
Interviews were coded and analyzed using thematic content analysis.

RESULTS Analysis identified four themes: (1) discharge to a SNF is recognized as a time of
worsening prognosis; (2) care silos create communication and information
barriers during a period of increasing palliative care need; (3) family caregiver
distress escalates following care transitions; and (4) lack of clarity of roles and
respect for the patient-oncologist relationship limits prognostic communi-
cation and changes in focus of treatment.

CONCLUSION These findings suggest that acute and postacute care clinicians defer serious
illness conversations to the oncologist when patients are on a steep trajectory of
decline, experiencing multiple care transitions, and may have limited contact
with their oncologist. There is a need to clarify roles among nononcology and
oncology clinicians in discussing prognosis and recommending hospice for
older adults discharged to SNF.

BACKGROUND

Hospitalized adults with advanced cancer make limited re-
habilitative gains and have high readmission rates and 6-
month mortality after discharge to a skilled nursing facility
(SNF).1-5 They may discharge to a SNF with the hope of
improving functional status, receiving cancer treatment, or
out of necessity, as it is one of the few insurance-covered
optionswhere they can receive 24-hour care.3 These patients
and their family caregivers, hereafter caregivers, would
benefit from palliative care which can improve communi-
cation, end-of life care, and mitigate caregiver burden.6,7

However, continuity and access to palliative care is limited
after discharge to SNF. There is a need to develop new care

models to address this gap and to understand how clinicians
across care settings approach serious illness communication
in the context of advanced cancer. Without such knowledge,
patients are at risk of cycling between SNFs and hospitals in
the final months of life and being rehabbed to death.8

Previously, we conducted a feasibility and acceptability trial
of a palliative care intervention being developed called
Assessing and Listening to Individual Goals and Needs
(ALIGN). ALIGN is a manualized intervention delivered by
palliative care social workers (PCSWs) designed to help
patients and caregivers address changing preferences for
care, provide care transition support, and develop patient-
centered care plans that accompany patients through care
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transitions.3 ALIGN visits occur every 1-2 weeks during a
patient’s SNF stay and continue for up to 45 days after SNF
discharge to home or long-term care. The intervention is
guideline-based9 and grounded in the Goal Concordant
Care10 conceptual model. This model describes how high-
quality communication processes may directly shape patient
experience and shared decision making, influencing goal-
concordant care.10 Of 23 patients enrolled, 18 (78%) were
rehospitalized and only 10 (44%) patients provided patient-
reported outcomes 1 week after the intervention because of
high morbidity and mortality.3 We demonstrated accept-
ability among patients, caregivers, and SNF staff in quali-
tative analysis. Participants valued the palliative care
support provided by the PCSW and felt it improved com-
munication about prognosis and hospice care.3

During the pilot trial, new interdisciplinary clinicians, such
as those working in hospitals and home health care, became
involved in care teams as patients became sicker and ex-
perienced multiple transitions of care. These acute and
postacute care clinicians, hereafter nononcology clinicians,
did not have preexisting relationships with patients and
became involved when goals of care were changing. Previous
work in cancer care coordination has largely been set within
oncology and primary care settings.11-14 Few studies have
focused on the perspectives of oncology and nononcology
clinicians involved in caring for older adults with advanced
cancer discharged to SNFs.

To address this gap, we performed a postintervention
qualitative study to gather clinician perspectives across care
settings to describe perceptions and challenges to serious
illness communication. We explored where communication
breakdowns may occur to gather data to inform refinements
to ALIGN. Here, we presentfindings related to clinician views

on serious illness communication, and care coordination,
especially focusing on how clinicians with different types of
involvement in a patient’s care discuss preferences for care,
prognosis, and hospice.

METHODS

Design

The Colorado Multiple Institutional Review Board approved
this qualitative study. All participants provided verbal in-
formed consent. The study adhered to the Consolidated
Criteria for Reporting Qualitative Research Guidelines.15

Participants, Setting, and Data Collection

Purposive sampling was used to recruit clinicians and cli-
nician leaders in oncology, home health care, palliative care,
hospice, and the inpatient hospital setting. University of
Colorado Hospital and University of Colorado Cancer Center
memberswere invited to participate via email. The University
of Colorado Post-Acute and Long-Term Care Knowledge
Network for Older Adults and Workforce, a network of cli-
nicians, researchers, and leaders in postacute and long-term
care, helped identify participants in home health care and
community palliative care and hospice settings in Colorado.16

We conducted8-10 interviewsper specialty to capture diverse
perspectives. We justified large heterogeneity in the sample
size because of the complexity of this transition as patients
receive care in the hospital, SNF, and from community
agencies, each with their own organizational structures and
cultures. Because of their role in leading prognosis discus-
sions, we over-sampled interviews with oncology, palliative
care, and hospital medicine clinicians to elucidate where
communication breakdowns may occur. A semistructured

CONTEXT

Key Objective
How do acute and postacute care clinicians discuss prognosis, preferences for care, and hospice when caring for older
adults with advanced cancer?

Knowledge Generated
Delays in serious illness communication may occur after patients are discharged to a skilled nursing facility because of a
lack of clarity of roles and ownership of a patients care. These delays occur across care settings during a period of clinical
decline when patients and families are re-evaluating preferences for care.

Relevance
Oncology clinicians should be aware that acute and postacute care clinicians may delay discussing prognosis and rec-
ommending hospice out of deference to the patient-oncologist relationship. Proactive collaboration between oncologists
and nononcology clinicians caring for patients in postacute care may lead to earlier serious illness communication and
improve care near the end of life.
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interview guide was developed using the Practical Robust
Implementation and Sustainability Model (PRISM) frame-
work and the Goal Concordant Care conceptual model that
grounds ALIGN (Appendix 1).10,17,18 PRISM is an imple-
mentation science framework that provides a pragmatic
model to improve the translation of research interventions
into clinical practice.18 The framework considers how in-
tervention design, the external environment, and the
implementation and sustainability infrastructure may in-
fluence intervention adoption, implementation, and main-
tenance.18 The interview guide included 10 open-ended
questions and follow-up prompts to elicit perspectives on
serious illness communication and care coordination.

Semistructured interviews were conducted by a qualitative
analyst (A.D.) between September 2022 and March 2023 and
were approximately 45minutes long. Participants completed
interviews when they were at home or their workplace.
Interviews were conducted using video conferencing or
phone, audio recorded, and professionally transcribed. In-
terview summaries were completed and discussed at team
meetings to assess data quality and saturation.

Data Analysis

Content analysis was conducted from November 2022 to
June 2023 to identify themes related to serious illness
communication, care coordination, and barriers to providing
high-quality care for patients with advanced cancer dis-
charged to SNF.19 PRISM elements used included adoption,
implementation, and organizational characteristics and
perspectives. The research team comprised clinicians and
nonclinical qualitative researchers. S.S. and A.D. developed
and reconciled an inductive codebook through four iterative
rounds of line-by-line open coding of five transcripts. The
inductive codebook was compared with PRISM elements to
ensure that relevant elements were well-reflected. AD coded
all data with 20% double coded by S.S. Codes were queried
and summarized across subgroups, and analytic memos
were written for each code. Memos were used to facilitate
theme development through team discussion. Analytic
memos were written for each code to inform links between
data and interpretations and were discussed during team
meetings. Data saturation was confirmed using published
methods.20,21 All decisions and coding revisions were docu-
mented in an audit trail.22 Data were managed and analyzed
using Atlas software.

RESULTS

Thirty-seven participants completed interviews, including
physicians, advanced practice providers (APPs), physical
therapists, nurses, social workers (SWs), and care managers
as depicted in Table 1. Participants with experience in
hospital medicine (n 5 12), oncology (n 5 9), palliative care
(n 5 12), home health care (n 5 6), and hospice (n 5 4)
completed interviews. Some participants had experience
working inmultiple settings (ie, palliative care and hospice),

and some worked clinically while holding leadership roles.
Home health, community palliative care, and hospice inter-
viewees worked across seven different community agencies.
The remaining interviewees were affiliated with the cancer
center or academic medical center.

TABLE 1. Description of Enrolled Participants, No. (%)

Interviewees Total, N 5 37 (%)

Female 30 (81.1)

Male 7 (18.9)

Racea

American Indian or Alaska Native 1 (2.7)

Asian 4 (10.8)

White or Caucasian 33 (89.2)

Ethnicitya

Not of Hispanic, Latino/a, Spanish Origin 36 (97.3)

Mexican, Mexican American, Chicano/a 1 (2.7)

Disciplinea

MD/DO 13 (35.1)

PA/NP 4 (10.8)

RN 7 (18.9)

PT/OT 1 (2.7)

SW 5 (13.5)

CNA 1 (2.7)

CM 1 (2.7)

Other 13 (35.1)

Years of experience

<5 11 (29.7)

5-9 7 (18.9)

10-14 7 (18.9)

15-20 4 (10.8)

>20 8 (21.6)

Education

Associate’s degree 2 (5.4)

Bachelor’s degree 5 (13.5)

Master’s degree 14 (37.8)

Professional school degreeb 12 (32.4)

Doctorate degree 4 (10.8)

Rolea

Inpatient/hospitalist 12 (32.4)

Oncology 9 (24.3)

Home health care 7 (18.9)

Palliative care 12 (32.4)

Hospice 4 (10.8)

Leadership 10 (27.0)

Abbreviations: CM, care manager; CNA, certified nurse assistant; DO,
doctor of osteopath; MD, medical doctor, NP, nurse practitioner; OT,
occupational therapy; PA, physician assistant, PT, physical therapy; RN,
resource nurse; SW, social work.
aParticipants were able to select more than one option, so total may
exceed 100%
bProfessional school degree included Doctor of Medicine or Doctor of
Osteopathic Medicine degrees.
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Four themes emerged related to care coordination, patient-
oncologist relationship, caregivers, and serious illness
communication, as shown in Table 2.

Theme 1: Discharge to a SNF Is Recognized as a Time of
Worsening Prognosis

Participants recognized that the transition from hospital to
SNF marked a time of worsening functional decline and
expressed concern that SNF care would be inadequate to
meet the complex medical and psychosocial needs of pa-
tients with advanced cancer. One participant shared, “I think
all of us can feel themoral dilemma of sending someonewith
advanced cancer to a SNF” (MD, hospitalist 32). Clinicians
felt that SNF care would be unlikely to change a patient’s
trajectory, with one participant stating “they’re only going
to continue to get weaker andweaker. Therapy at a SNF is not
going to change that” (MD, palliative care, 17). Nononcology
clinicians noted variable engagement from oncologists in
offering hospice to patients at this juncture, noting that
many opted to see whether patients would improve after
their SNF stay. “That’s a challenge too is having an oncol-
ogist who’s dangling a carrot of, well, if you were to get
better, then we could give you this” (MD, hospitalist, 11).

Interviewees acknowledged that patient goals at hospital
discharge were often focused on improving strength so they

could receive cancer therapy: “There’s a lot of pressure from
the patients to try to keep pushing to get more treatment”
(APP, palliative care, 12). The transition to SNF was recog-
nized as an inflection point in a patient’s trajectory and a
timewhen clinician unease about prognosis andnext steps of
care would increase.

Theme 2: Care Silos Create Communication and
Information Barriers During a Period of Increasing
Palliative Care Need

Clinicians described this time in a patient’s trajectory as
dynamic, where patient goals, caregiver needs, and readi-
ness for hospice were changing. “They’re going to this new
facility, and nobody knows them. The communication that
happens is via a medical chart most often, and there are so
many things that are not in the chart” (APP, hospitalist 15).
Participants expressed concern that this information was
not effectively communicated during care transitions, nor
given the attention needed to help ensure delivery of goal-
concordant care. Participants recognized that the burden of
communication primarily fell on patients and caregivers,
and as a result, the quality and content of information shared
varied. “I get what I need to know from the family or the
patient…other times, it’s a mess where the person doesn’t
know what they’re on, why they’re on it, what the follow-up
is, or anything” (MD, oncology 49).

TABLE 2. Qualitative Themes

Themes Illustrative Quotes

Theme 1: Discharge to a skilled
nursing facility is recognized
as a time of worsening
prognosis

“They are approaching the stage that they’re dying. We sort of give them this false hope that this is rehabable”—APP,
hospitalist (8)

“You’re avoiding the elephant in the room when you’re having these folks go to SNF”—MD, palliative care (17)
“There’s another complication…another indication that he is probably a little closer to that point at which he’s not going to

keep recovering”—CM, inpatient (22)
“A lot of our patients do want to try subacute rehab even thoughwe’re like ‘Well we’re not sure your condition is rehabable.’”—

MD, hospitalist (16)

Theme 2: Care silos create
communication and
information barriers during a
period of increasing palliative
care need

“The hospital does its thing. The rehab facility does its thing, samewith home health…there’s not a lot of communication that
happens between them”—CM, inpatient (18)

“Usually, I don’t know anything about the SNF stay until they get back to clinic to see me.”—MD, oncology (26)
“What I mostly think about with SNFs is them being just a black hole. Nobody has any idea what goes on there, how the

patients are feeling about things while they’re there, what conversations they might have”—MD, hospitalist (20)
“We almost have to have a readmission to prove that this is failing, to shift gears”—MD, palliative care (13)
“I can’t even tell you the last time I heard from a SNF provider”—MD, oncology, (28)

Theme 3: Family caregiver
distress escalates after care
transitions

“Family are so overwhelmed with all of these transitions, all of the different staff with each of the layers of different facilities
they’re in”—RN, inpatient (27)

“You just kind of feel like they’re just flying around in the universe without a plan. That scares me a little”—NP, oncology (37)
“Caregivers just need a ton of education, a ton of support, and logistically, more help at home”—SW, oncology (33)
“I think that caregivers either take everything on and can get burnt out…or they don’t feel like it’s appropriate to talk about

how they’re feeling about needing to be the caregiver”—APP, home health care, palliative care, and hospice (6)

Theme 4: Lack of clarity of roles
and respect for the patient-
oncologist relationship limits
prognostic communication
and changes in focus of
treatment

“There’s no point in coming to your oncologist and every time you see your oncologist being like ‘And, just to clarify, you know
you’re dying right?’ I think palliative care and other support services are important…that can be that place where people
can explore some of the existential distress or coping mechanisms”—MD, oncology (29)

“I talk in general terms about hospice…I see me as introducing these concepts rather than setting up a plan and seeing it
through”—MD, oncology (30)

“The oncologist is seen as this very different provider than even a primary care doctor…it almost always is more of an all-
knowing, they have the only say…nothing’s going to happen unless the oncologist gives the okay.”—MD, palliative care (17)

“No matter what, the patient wants to hear it from their oncologist”—APP, hospitalist (8)

Abbreviations: APP, advanced practice provider; CM, care manager; MD, medical doctor; NP, nurse practitioner; RN, registered nurse; SNF, skilled
nursing facility; SW, social worker.
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These knowledge gaps created uncertainty for involved
clinicians, limiting their ability to seamlessly resume care
after patients were discharged from SNFs. “I didn’t know
when they were leaving. I didn’t know anything. I was trying
to make my follow-ups and schedule my chemotherapy
visits on this unknown of when they were leaving” (MD,
oncology 29). Discharge to SNF and subsequent care tran-
sitions were described as fraught and placing patients at risk
for having inadequate support at home, poorly controlled
symptoms, and hospital readmission.

Theme 3: Family Caregiver Distress Escalates After
Care Transitions

Interviewees noted increasing demands placed on caregivers
such as managing medications, follow-up appointments,
and providing increased support with activities of daily living
as patients experienced functional decline. “The SNFs send
them home like, ‘here you go’ and the families are com-
pletely confused ‘cause they’ve got two sets ofmeds. They’ve
got all these things, and then they drop in the cracks” (SW,
palliative care 35). Clinicians observed caregivers struggle
with the “suddenness and abruptness” (clinical adminis-
trator, hospice 1) of a patient’s decline and then scramble to
understand information about insurance coverage and re-
sources available to care for patients near the end of life.
“They don’t know how to navigate finances. We have this
insurance, and I have that insurance, but I don’t know what
we qualify for” (licensed practical nurse, home health,
palliative care, and hospice, 2).

Caregivers struggled to navigate a complex health care
system while also grappling with a new understanding of a
patient’s illness. Clinicians described caregivers as blind-
sided when they communicated changes in prognosis and
wished that both patients and their caregivers had increased
preparedness for impending death. “We’re gonna admit you
and have this abrupt conversation where you initially
thought you had a study option and all those other things
available to you that you no longer have” (APP, hospitalist
55). Interviewees witnessed caregivers struggle to cope with
their own stress while having increased demands placed on
them to provide emotional, physical, and existential support
to their loved ones.

Theme 4: Lack of Clarity of Roles and Respect for the
Patient-Oncologist Relationship Limits Prognostic
Communication and Changes in Focus of Treatment

Interviewees highlighted a lack of continuity and ownership
of a patient’s care after discharge to SNF. Hospital medicine,
home health, and palliative medicine clinicians conveyed
hesitancy about discussing prognosis and recommending
hospice to patients without involvement from their oncol-
ogist. They lacked information about the oncologists’ as-
sessment of prognosis andwhether further cancer treatment
was available. These unknowns were described as barriers to
having candid conversations with patients about disease

trajectory and preferences for care. Many felt they needed
the oncologist’s permission, “you have to have their blessing
ahead of time” (MD, palliative care, 17), before proceeding
with goals of care discussions and believed that patients and
families expected to have these discussions with their on-
cologist. “No matter what, the patient wants to hear it from
their oncologist” (APP, hospitalist 8).

Oncology clinicians desired to participate in these conver-
sations but did not necessarily view themselves as respon-
sible for transitioning care to a comfort-focused approach.
They acknowledged uncertainty about whether patients
would improve during their SNF stay and felt limited in their
ability to contribute to prognostic discussions because they
had not seen patients recently in clinic. “A SNF is one of
those things that can go either way and be absolutely critical
to get the patient independent but can also be a place where
people languish and decline” (MD, oncology, 32). Oncology
clinicians expressed challenges communicating prognosis
because of patient expectations about the oncologist’s role in
their care. “Patients want to see their oncologist as the
person who is thinking about their treatment plan and not
necessarily always the one who they come to with their
existential concerns” (MD, Oncology 29). Interviewees
recognized that discharge to a SNF had the potential to be a
downward turning point in the trajectory of an older adult
with cancer. Still, there was a lack of consensus on who led
goals of care discussions during this time.

DISCUSSION

Clinicians and clinician leaders with different types of in-
volvement in a patient’s care universally recognized that
discharge to a SNF could be an inciting event thatmarked the
beginning of a steep trajectory of decline for hospitalized
older adults with cancer. They noted that multiple care
transitions limited the opportunity for oncology clinicians
who had established relationships with patients to discuss
prognosis and recognized increasing caregiver distress
during this time. There is a lack of clarity about who should
be leading discussions about prognosis and recommending
hospice during this time, with nononcology clinicians
voicing a perceived need for approval from the oncologist to
make this recommendation themselves.

This study explores the interplay between nononcology
clinicians and those working in oncology settings in dis-
cussing end-of-life care. It sheds light on how these dy-
namics influence who is engaging in serious illness
communication with patients and when. In the ALIGN pilot
trial, patients deliberated preferences for care as they be-
came sicker after SNF discharge, creating a natural inroad for
the PCSW to discuss prognosis and end-of-life care.3 Our
analysis shows that the clinicians primarily caring for pa-
tients during this time, such as hospitalists and home health
careworkers, are largely deferring these conversations to the
patient’s oncologist. Some ceded these discussions entirely,
others avoided discussing prognosis in favor of elucidating
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illness understanding and symptom burden, and others
recommended hospice only after receiving approval from
patients’ oncologists. By contrast, oncology clinicians de-
sired to participate in these conversations but did not view
themselves solely responsible for this role. We propose that
the deference nononcology clinicians give to the patient-
oncologist relationship, while important, limits the ability
for them to discuss end-of-life care at a point in a patient’s
trajectory when they need it, are receptive to the informa-
tion, and are unlikely to improve enough to see their
oncologist.

These findings raise the question– what is the oncologist’s
role in discussing prognosis and end-of-life care within the
context of SNF care? In this analysis, oncology clinicians
described factors that limited their participation in prog-
nostic communication, such as suboptimal communication
with SNF clinicians, an inability to see patients promptly,
and lack of up-to-date patient information. Initiatives, such
as the Centers for Medicare and Medicaid Services (CMS)
sponsored Post-Acute Care Interoperability Project,23 are
underway to improve health information exchange and
interoperability which could provide information about
advance care plans, functional status, and medical docu-
mentation helpful in prognosticating.24 In 2024, Medicare
will reimburse patient navigation services intended to help
beneficiaries address health-related social needs and sup-
port caregivers.25 SNFs are an important setting in which
patient navigators could be integrated to improve care.
Cancer care coordination interventions have largely included
patient navigation, home telehealth, and nurse care man-
agement interventions.26 However, these efforts will not be
fully realized without understanding how best oncology and
nononcology clinicians can collaborate to improve serious
illness communication.

It is known that oncologists miss opportunities for end-of-
life discussions27 and struggle to have frank discussions
about prognosis to preserve hope.28 Oncologists in this

study expressed challenges to discussing prognosis with
patients who wanted to focus conversations on treatment.
Nononcology clinicians may be ideally situated to move
conversations about prognosis and hospice forward as they
become involved in patients’ care after discharge to a SNF
which can be a time comprising complex medical decision
making and new illness understanding.3 Federal policy
changes could support oncology integration into postacute
care through telemedicine visits to ensure that oncologists
can contribute their opinions on prognosis and future
cancer treatment options which nononcology clinicians
viewed as necessary information.

This qualitative analysis has strengths and weaknesses.
These findings may not generalize outside of Colorado;
however, by conducting interviews with interdisciplinary
clinicians at seven different community agencies, we were
able to elicit diverse views. Oncology and hospitalist clini-
cians worked at one academic setting and views of com-
munity clinicians were not represented. Our sample lacked
racial and ethnic diversity. Our sample size had significant
heterogeneity, limiting our ability to conclude where com-
munication breakdowns may occur between clinicians
during these transitions of care.

In conclusion, in this qualitative analysis we found striking
information on how nononcology clinicians conceptualize
their role in discussing prognosis and recommending hos-
pice when caring for older adults with advanced cancer after
discharge to a SNF. Respect for the oncology-patient rela-
tionship and uncertainty about their role in communicating
prognosis leads to delays in these conversations. This could
contribute to potentially unwanted, aggressive health care
near the end of life during a time when patients are actively
changing preferences for care. Further clarity is needed on
the potential role of nononcology clinicians in communi-
cating prognosis to patients with cancer to improve person-
centered outcomes and inform the development of new
models of care like ALIGN.
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APPENDIX 1. INTERVIEW QUESTIONS
1. How do you currently facilitate goals-of-care discussions, illness under-
standing education, and advanced care planning with seriously ill patients?
i. Do you try to get a sense about how much a patient understands about
their illness? If so, how? If not, why?

ii. What are the challenges/limitations to these things?
2. How do you currently coordinate care and communicate with other
providers who are involved in the patients care but are in different settings?
a. What works well for you when coordinating across providers?
b. What challenges do you face to doing these things?

i. Probe: Challenges of care transitions/lack of longitudinal knowledge?
3. Can you think of a patient you have/have had that could use more palliative
care support earlier? Can you tell me about that patient?
a. ALIGN helps with goals of care discussions, illness understanding
education, ACP, and care coordination–what else do you hope ALIGN
would do/provide for this patient?
i. If responses only address patients, then prompt to ask about
caregivers.

4. What do you see as the benefits to ALIGN?
a. For your advanced cancer patients (eg, goals of care, ACP, illness
understanding, care coordination)?

b. Benefits for you? Your team?
c. How could ALIGN help with transitions of care needs?
d. Probes: What gaps could ALIGN fill?
e. Probes: What do you hope align would do/provide for you/your patients/
caregivers?

5. Workflows: How do you think the ALIGN intervention would fit best with
existing work processes and practices in your agency/in your role? What
would be ideal?

6. Communication: What kinds of information would you like from the
ALIGN SW?
a. What is important for you to know that the ALIGN SW has done (eg,
completed advanced directives)?

b. How can the ALIGN SW help facilitate communication across providers
and with patients/caregivers?

c. What are some ways to handoff this information that fit well with
existing workflows?

Probe: What times of day/frequency works well for hand-offs?
Probe: What modalities of communication are preferred (eg, phone

versus email)?
d. What information is important to know (eg, to make treatment decisions

or understand functional status)?
i. Hospitalization
ii. SNF stay
iii. Home health
iv. What are some ways to handoff this info that work well with your

workflow?
v. Times/frequencies/modalities

7. What may be some barriers to the ALIGN intervention?
a. Probe: Barriers to care coordination and integrating with your teams,
time available, communication burden (workflow, workload)

b. Probe: Duplicate work with SW? Are there services that home health and
community palliative care teams provide that might overlap with ser-
vices provided by the ALIGN palliative care social worker?

c. Probe: Barriers to patient buy in (eg, stigma)
8. What might alleviate these barriers?

a. Probe: Workflow, duplicate work, patient stigma, caregiver burden
b. System-level barrier (eg, reimbursement)
c. Smaller agency/provider level barriers (eg, time, burden of care
coordination)

9. Introducing ALIGN to the stakeholders (HH agencies, etc)?
a. How do we inform HH about ALIGN?
b. Who are the key individuals to get on board? How do we get them on

board?
c. What services that ALIGN provides would be most important to let HH/
community palliative care agencies know about/know the outcome of?

10. Is there anything else you would like to add? Is there any important issue
related to the ALIGN intervention you would like to share?

CONCLUSION

That concludes our interview. Thank you for your participation today. We are grateful
to learn from your experiences. Thanks again.

END RECORDING

JCO Oncology Practice ascopubs.org/journal/op | Volume 21, Issue 2

Perspectives on Prognostic Discussions With Patients in SNFs

D
ow

nl
oa

de
d 

fr
om

 a
sc

op
ub

s.
or

g 
by

 D
r.

 J
an

et
 A

br
ah

m
 o

n 
A

ug
us

t 3
1,

 2
02

5 
fr

om
 0

24
.2

18
.0

01
.0

95
C

op
yr

ig
ht

 ©
 2

02
5 

A
m

er
ic

an
 S

oc
ie

ty
 o

f 
C

lin
ic

al
 O

nc
ol

og
y.

 A
ll 

ri
gh

ts
 r

es
er

ve
d.

 

http://ascopubs.org/journal/op

	Respect for the Patient ...
	BACKGROUND
	METHODS
	Design
	Participants, Setting, and Data Collection
	Data Analysis

	RESULTS
	Theme 1: Discharge to a SNF Is Recognized as a Time of Worsening Prognosis
	Theme 2: Care Silos Create Communication and Information Barriers During a Period of Increasing Palliative Care Need
	Theme 3: Family Caregiver Distress Escalates After Care Transitions
	Theme 4: Lack of Clarity of Roles and Respect for the Patient ...

	DISCUSSION
	REFERENCES
	APPENDIX 1. INTERVIEW QUESTIONSHow do you currently facilitate goals-of-care discussions, illness understanding education,  ...
	APPENDIX 1. INTERVIEW QUESTIONS


